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Preamble
Goal of  recommendations
The  main  goal  of  these  recommendations  is  to  allow  all  potential  colorectal  surgeons  to
develop  an  ambulatory  surgical  proctology  practice  (according  to  article  R  6214-301-1
of  the  [French]  Public  Health  Code)  [1]  with  the  same  conditions  of  quality  and  safety  as
traditional  hospitalization.  Ambulatory  surgery  is  an  organizational  concept  that  optimizes
risk  management  and  patient  ﬂow.
Framework
The  goal  of  these  recommendations  is  to  answer  the  following  questions:
• Is  there  a  speciﬁc  patient  pathway  for  ambulatory  surgical  proctology?
• How  to  evaluate,  prevent  and  treat  the  risk  of  post-operative  pain  (POP)  after  ambula-
tory  surgical  proctology?
• How  to  evaluate,  prevent  and  treat  the  risk  of  post-operative  urinary  retention  after
ambulatory  surgical  proctology?
• How  to  evaluate,  prevent  and  treat  the  risk  of  post-operative  bleeding  after  ambulatory
surgical  proctology?
• How  to  evaluate,  prevent  and  treat  post-operative  ileus  after  ambulatory  surgical  proc-
tology?
 Working group: French National Coloproctology Society (SNFCP): Guillaume Bonnaud, Jean Luc Faucheron, Étienne Gorez, Guillaume
Meurette, Vincent de Parades, Franc¸ois Pigot, Laurent Siproudhis, Camille Zallot; National Agency for support and performance of sociomed-
ical and health organizations (ANAP): Gilles Bontemps; French National Society of Anesthesiology and Intensive Care (SFAR): Patrick Niccolaï.
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Organization [3]70  
We  have  deliberately  not  included  a  list  of  potential  sur-
ical  procedures  to  which  these  recommendations  apply  for
he  following  reasons:
it  is  not  merely  the  procedure  that  is  ambulatory,  but
rather  the  combination  of  the  three  elements:  proce-
dure/patient/health  care  organization;
this  would  ignore  the  progress  made  in  surgery,  anesthe-
siology  and  communication  (telemedicine).
atients involved
he  patients  concerned  are  those  for  whom  ambulatory
anagement  can  be  entertained  following  their  surgical
roctology  procedure.
rofessionals involved
his  includes  not  only  the  surgeons  and  physicians  per-
orming  surgical  proctology,  but  also  other  care  providers
nvolved  in  ambulatory  management.
ork method
hese  recommendations  have  been  developed  by  the  French
ational  Coloproctology  Society,  based  on  a  similar  docu-
ent  produced  by  the  French  Association  of  Urology  [2].
rades of recommendationsrades  of  recommendations
 Established  scientiﬁc  proof:
recommendations  are  based  on  high
level-of-evidence  studies  (level  1),  such
as  robust,  randomized  comparative
studies  without  major  biases,  or
decisional  meta-analyses  that  include
well-conducted  studies
 Scientiﬁc  presumption:  recommendations
are  based  on  a  scientiﬁc  presumption
provided  by  intermediate  level  of
evidence  studies  (level  2),  such  as  low
quality  randomized  comparative  studies,
well-conducted,  non-randomized  studies,
or  cohort  studies
 Low  level  of  evidence:  recommendations
are  based  on  low  level  of  evidence
studies  such  as  case-controlled  studies
(level  3),  comparative  studies  with  strong
biases  (level  4)
O  Expert  opinion:  in  the  absence  of  studies,
recommendations  are  based  on
agreement  between  experts  in  a  working
group,  after  advice  provided  by  a  reading
group  (of  the  available  literature).  The
absence  of  grading  does  not  mean  that
recommendations  are  not  pertinent  or
useful.  They  should,  however,  lead  to
complementary  studies
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ynthesis of recommendations
s there a speciﬁc patient pathway for
mbulatory surgical proctology
ligibility for ambulatory management
mbulatory  hospitalization  is  recommended  when  the  nec-
ssary  medical  and  psychosocial  eligibility  conditions  can  be
et  (EO).
It  is  recommended  to  identify  the  general  physician  (usu-
lly  the  referral  or  family  physician)  and,  any  other  persons
ithin  the  patient’s  social  environment  who  might  be  called
pon  to  intervene  in  the  ambulatory  management  (contact
ersons  including  accompanying  or  assisting  persons,  patient
dvocate1).  Their  role  should  be  deﬁned  within  the  medical
nd  psychosocial  context  (EO).
It  is  recommended  to  check  that  all  requirements  are  met
efore  performing  ambulatory  surgery  (EO);  an  emergency
urgery  unit  must  be  located  within  one-hour  transportation
ime  (EO).
Physical  or  intellectual  deﬁciency  is  not  a  contra-
ndication  to  ambulatory  surgery,  but  requires  speciﬁc
daptations  (EO).
Age  is  not  a  contra-indication  to  ambulatory  manage-
ent  when  the  necessary  eligibility  conditions  are  met.  This
equires  a  speciﬁc  management  plan  in  concert  with  the
eferral  or  attending  physician  (EO).  Ambulatory  surgery  is
hought  to  decrease  the  risk  of  acute  confusional  states
EO).he  patient  pathway  should  optimally  be  determined  dur-
ng  the  initial  patient  visit  when  the  procedure  is  agreed
pon  and  scheduled:  organization  of  the  clinical  pathway,
oordination  of  caretakers  and  provision  of  information
o  the  patient  and  family  physician.  This  requires  set-
ing  aside  time  for  medical  and  non-medical  counseling
EO);  oral  information  and  written  documents  (explanatory
eaﬂets,  ambulatory  passport,  post-operative  prescriptions)
re  essential.
It  is  recommended  to  optimize  the  patient  ﬂow:  iden-
iﬁcation  of  potential  sources  of  loss  of  time  in  order
o  minimize  them  (planning  errors,  missing  information,
nsufﬁcient  circulation  instructions,  waiting  time,  transfer
imes.  .  .) and  to  optimize  the  ﬂow  of  post-operative  care
EO).
It  is  recommended  that  the  Ambulatory  Surgical  and
nesthesiology  Units  (ASAU)  be  well-acquainted,  well-
rained  and  experienced  in  the  practice  of  ambulatory
urgery  (EO).
Regulations  require  that  ambulatory  management  be  per-
ormed  in  a speciﬁc  dedicated  unit  and  it  is  recommended
1 Contact persons: persons in the patient’s circle of acquaintances
ho may possibly play a role in ambulatory management, such as:
ccompanying person: person(s) who accompanies the patient back
o living facilities after discharge from the ambulatory unit; home
ssistance: non-professional person(s) who help the (dependent)
atient for daily activities; patient advocate: person (s) chosen to
elp the patient make decisions and/or who  actually make those
ecisions when the health status of the patient does not permit
im/her to do so.
Ambulatory  proctologic  surgery  
that  it  be  performed  in  proximity  to  a  traditional  operating
unit  (EO).
It  is  recommended  to  set  up  a  risk  management  program,
in  particular  for  the  risks  related  to  patient  management,
incorrect  adherence  to  protocol  of  any  of  the  care-takers,
and  the  risks  related  to  institutional  pressures  (EO).
It  is  recommended  to  set  up  a  quality  assurance  pro-
gram  for  ambulatory  surgery  including  recording  the  failure
rate,  identifying  and  managing  undesirable  events,  feed-
back,  evaluation  of  professional  practice  and  morbidity  and
mortality  conferences  (EO).
Are there any particular aspects of anesthesia
for ambulatory surgical proctology?
It  is  recommended  that  the  anesthesiologist  be  informed
directly  by  the  surgeon  concerning  the  operative  technique
and  the  choice  of  performing  an  ambulatory  procedure  (EO).
It  is  recommended  that,  after  the  pre-operative  visit,
the  anesthesiologist  should  inform  the  surgeon  of  any  prob-
lems  or  concerns  regarding  the  ambulatory  hospitalization
modality  (EO).
Anesthesia  management  is  deﬁned  by  the  recommenda-
tions  of  experts  of  the  French  Association  of  Anesthesia
and  Intensive  Care  (SFAR)  (2009)  [4]  and  concerns,  essen-
tially,  pre-operative  fasting  and  antibiotic  prophylaxis.  The
usual  criteria  of  pre-operative  fasting  are  no  solid  food  by
mouth  (NPO)  six  hours  before  for  solid  food,  and  NPO  for
clear  liquids  for  two  hours  for  clear  ﬂuids  without  pulp  or
carbonation  (EO).
The  anesthesiology  techniques  should  take  into  consid-
eration  the  risk  of  urinary  retention,  and  the  intensity  of
post-operative  pain  (POP).  To  reduce  the  incidence  of  uri-
nary  retention,  it  is  recommended  to  limit  the  volume  of
intravenous  ﬂuids  (grade  A).  If  spinal  anesthesia  is  chosen,
it  is  recommended  to  use  a  short-acting  local  anesthetic  and
to  proscribe  intrathecal  opiates  (grade  A).  Early  intervention
is  recommended  to  prevent  POP  as  early  as  the  operative
period  itself  by  appropriate  administration  of  antalgics  and
inﬁltration  techniques  (cf.  infra).Place of the referral or attending general
physician
It  is  recommended  that  the  referring  or  attending  general
physician  be  informed  that  ambulatory  surgery  has  been
planned  as  soon  as  surgery  is  scheduled  (EO).
It  is  recommended  that  the  referral  or  attending  general
physician  communicate  all  information  that  might  be  useful
for  ambulatory  surgery  management  before  the  procedure
takes  place  (co-morbidities,  social  situation,  intercurrent
events).  It  is  also  recommended  that  all  elements  that  will
be  useful  for  post-interventional  care  be  provided  to  the
referral  or  attending  general  physician  (operative  report,
hospital  stay  report,  foreseeable  outcome,  prescriptions,
and  potential  future  care  modalities)  (EO).
The patient’s role
It  is  recommended  that  the  modalities  of  ambulatory  surgery
be  explained  to  the  patient  and  that  his/her  informed  con-
sent  be  obtained  so  that  he/she  will  be  an  active  participant
in  management.  Full  adherence  to  the  management  protocol
is  essential.
It is  recommended  that  the  patient  be  informed  of  the
importance  of  respecting  the  instructions:371
• pre-operatively:  (patient  availability  by  telephone,
fasting,  hydration,  prescriptions,  skin  preparation  modal-
ities).  Failure  to  respect  these  instructions  could  lead  to
delay  the  operation  (EO);
• post-operatively:  (prescriptions,  surveillance,  and  possi-
ble  care  procedures).  Failure  to  respect  these  instructions
can  compromise  management  (EO).
Continuity of care
According  to  the  regulations  [5],  continuity  of  post-
operative  and  post-hospital  care  should  be  organized  by  the
ASAU  in  collaboration  with  the  operator  and  the  anesthesi-
ologist,  and  conﬁrmed  in  writing  (EO).
It  is  recommended  that  discharge  modalities  (pre-
scriptions  and  advice,  post-operative  visit)  be  organized
well  in  advance,  during  pre-operative  consultation.  These
recommendations  should  be  re-evaluated  and  conﬁrmed
post-operatively  (EO).
It  is  recommended  that  the  patient  (or  the  contact
persons1 while  respecting  medical  conﬁdentiality),  be  pro-
vided  with  a  ‘‘liaison’’  report  in  which  information  about  the
type  of  operation  and  the  expected  outcome  can  be  found
(EO).
It  is  recommended  to  document  the  liaison  contacts
(telephone  numbers)  for  the  continuity  of  care  (EO).
It  is  recommended  to  check  that  the  pre-operative
instructions  have  been  delivered  and  are  well-understood  by
calling  or  sending  a  text  to  the  patient  (or  contact  persons1)
before  admission.  It  is  recommended  that  the  patient  (or
contact  persons1)  be  contacted  after  discharge,  at  home,  to
ensure  that  all  is  going  as  expected  (EO).
It  is  recommended  that  the  patient  (or  the  contact
persons1)  be  informed  about  any  signs  that  might  suggest
a  post-operative  complication  (urinary  retention,  bleeding,
intractable  pain,  fecaloma.  .  .) and  what  appropriate  actions
to  take  (EO).
How to evaluate, prevent and treat the  risk of
POP after ambulatory surgical proctology?It  is  recommended  that  the  patient  be  given  complete  and
detailed  information  about  POP  and  its  management  pre-
operatively  (EO).
It  is  recommended  that  POP  be  evaluated  with  a  one-
dimensional  scale  (visual  analogue  scale  (VAS),  simple  verbal
scale  (SVS),  or  numerical  scale  (NS))  and  that  POP  be  treated
rapidly.  It  is  recommended  to  discharge  only  those  patients
who  have  a low  pain  score  [4].
It  is  recommended  that  multi-modal  analgesia  be
employed,  particularly  by  use  of  long-acting  local  anes-
thetics  (perineal  inﬁltration  and/or  pudendal  blocks)  in
coordination  with  the  anesthesiologist/intensive  care  physi-
cian  (grade  A).  It  is  recommended  to  inform  the  patient
about  the  possible  anesthetic  effects  of  a  pudendal  block
and  perineal  inﬁltrations  and  how  they  wear  off.  It  is  not
necessary  to  wait  for  full  recovery  of  pudendal  blocks  before
authorizing  patient  discharge  (EO).
It  is  recommended  to  preferentially  administer  non-
opiate  analgesics  (non-steroidal  anti-inﬂammatory  drugs,
paracetamol)  in  order  to  reduce  the  need  for  opiates  with
their  associated  secondary  effects  [4].
It  is  recommended  to  use  opiates  if  POP  control  by  non-
opiate  analgesics  and  techniques  of  regional  analgesia  is
inadequate  [4].
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It  is  recommended  that  the  patient  be  provided  with
 pre-written  prescription  for  analgesic  treatment  at  the
re-operative  or  anesthesia  visit  (EO)  and  to  ensure  that
he  patient  anticipates  the  feasibility  of  procuring  the  anal-
esics,  which  should  be  available  upon  arrival  at  home.  It
s  recommended  that  the  modalities  of  administration  of
nalgesics  be  explained  to  the  patient.
ow to evaluate, prevent and treat the risk of
rinary retention after ambulatory surgical
roctology?
aking  into  account  the  high  risk  of  urinary  retention,
t  is  recommended  to  inform  the  patient  about  this  risk
nd  to  routinely  evaluate  it  when  scheduling  the  patient
or  surgery.  Low-risk  patients  must  be  distinguished  from
igh-risk  patients,  based  on  patient  characteristics  (age,
iabetes,  neurological  disorders,  urethra-cervical  prostatic
bstacle),  type  of  surgery  (hemorrhoid  surgery,  anal  ﬁssure)
nd  the  type  of  anesthesia  (spinal  anesthesia  cf.  supra) (EO).
It  is  recommended  to  ask  the  patient  to  void  immediately
efore  the  operation  (EO).
It  is  recommended  to  limit  the  use  of  drugs  for  control
f  POP  that  increase  the  risk  of  urinary  retention:  opiates
nd  anti-cholinergics  (nefopam)  (EO),  since  they  constitute
 risk  factor  for  urinary  retention  (cf.  supra).
It  is  recommended  to  limit  the  volume  of  intravenous
uids  administered  (grade  A,  cf.  supra).
In low-risk  patients,  it  is  not  necessary  to  wait  for  spon-
aneous  micturition  before  authorizing  patient  discharge  as
ong  as  the  bladder  volume  has  been  measured  (AE).
In  a  high-risk  patient,  it  is  recommended  to  quantify  mic-
urition  and  to  evaluate  the  post-void  residual  volume  (if
ossible  by  sonography)  before  discharge  (EO).
In  case  of  urinary  retention,  it  is  possible  to  choose  either
ntermittent  catheterization  or  indwelling  catheter  (cf.  Clin-
cal  Practice  Recommendations  for  Hemorrhoidal  Disease,
NFCP  2014).
It is  recommended  to  inform  the  patient  that  he  or  she
hould  contact  a  hospital  structure  in  the  absence  of  mic-
uration  for  any  12  hour  period  (EO).
ow to evaluate, prevent and treat the risk of
ost-operative bleeding after ambulatory
urgical  proctology?
isk  management  of  bleeding  should  be  a  major  concern  for
ll  caregivers  in  ambulatory  surgery  (surgeon,  anesthesiolo-
ist,  intensive  care  physician,  referring  physician,  nurses),
he  patient,  and  family  or  assisting  personnel  (EO).  After  any
roctology  procedure,  and  in  particular,  after  hemorrhoidal
urgery  or  rectal  tumor  resection,  the  patient  and  referring
r  attending  physician  should  be  informed  of  the  early  and
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ate  risks  of  bleeding  (up  until  three  weeks  post-operative)
s  well  as  the  appropriate  management  (EO).
For  patients  receiving  anti-platelet  and/or  anticoagu-
ant  therapy,  it  is  recommended  that  the  eligibility  for
mbulatory  surgery  and  the  choice  of  maintaining  or  discon-
inuing  the  above-mentioned  treatments  be  discussed  by  all
aregivers  (cardiologist,  operator,  anesthesiologist),  in  par-
icular,  determining  the  appropriate  balance  between  the
isks  of  bleeding  and  thrombosis.
ow to evaluate, prevent and treat
ost-operative ileus
t  is  recommended  to  order  laxatives  and  a ﬁber-rich  diet
re-operatively  to  enhance  post-operative  bowel  move-
ents  and  decrease  POP  during  the  ﬁrst  bowel  movement
EO).
It  is  recommended  to  provide  the  patient  with  written
dvice  to  deal  with  post-operative  constipation  (EO).
It  is  recommended  that  the  patient  contact  a  medical
rofessional  in  the  absence  of  bowel  movements  for  any  72-
our  period  (EO).
The  qualitative  analysis  of  the  literature  used  for  devel-
ping  the  recommendations  for  management  of  ambulatory
emorrhoidal  surgery  can  be  found  in  reference  [5].
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